On further inspection of the OPG it became apparent that the right mandible condyle was dislocated and completely out of the glenoid fossa. A diagnosis of unilateral mandibular TMJ dislocation was made (Fig. 2) .
After discussion with the patient, he gave consent to having manipulation of the dislocation. This was achieved by pushing down on his right posterior mandible ridge intra-orally and in a backwards direction. The patient regained full movement of the mandible and mouth opening.
We would like to highlight that patients with TMJ dislocation may present late and not necessarily on the day of dislocation. 1 If available an OPG will confirm the diagnosis. Importantly, the OPG x-ray should include both condyles as a dislocation will be easy to miss. 2 General dental practitioners are in an excellent position to diagnose TMJ dislocations by simple clinical examination looking for chin point asymmetry and the presence of a malocclusion. Good OPG imaging will confirm the diagnosis. Where the dental surgeon is unable to reduce the dislocation, referral to their local maxillofacial unit is required.
J. Watson, S. Rai, A. Ujam, London, UK
Passion, pride, professionalism and partnership
Sir, we would like to draw readers' attention to a case which provided an opportunity through partnership to reconcile our professional views, with reference to recent BDJ content on appropriate referring. 1, 2 A cheerful 86-year-old lady outpatient with no medical history or constitutional symptoms requested the removal of her bothersome, over erupted and wobbly left maxillary second molar. Taking a few minutes with topical anaesthetic, the extraction was simple enough, but the patient returned two weeks later with a necrotic ulcer spreading 2 cm palatally from the socket and onto the floor of the maxillary sinus. Referring her into the suspected cancer pathway and after one month, we were relieved to learn the patient did not have oral cancer but not reassured, as the ulcer continued to spread. A diagnostically challenging histology revealed a non-dysplastic oral mucosa, scattered atypical lymphocytes and the presence of Hodgkin/Reed-Sternberg cells which pointed to a lympho-proliferative disorder. Further tests excluded lymphoma.
Dentist-doctor discussions continued and a negative galactomannan test ruled out invasive aspergillosis and microbiology eliminated bacterial species. The presence of the ubiquitous Epstein Barr Virus (EBV) was revealed with histochemistry providing a definitive diagnosis of EBV positive muco cutaneous ulceration (EBV-MCU). Treatment started with intravenous administration of a monoclonal antibody (Rituximab) targeted to control B-cell
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